they concluded that the method does not over-report the number of suicides. We estimated population using census data (from 1994), which are updated regularly.
Comment
Verbal autopsies can give a good idea of the cause of death from suicide in the developing world, where coroners' verdicts are not available. A community health programme in the Kaniyambadi region of India found that recent studies in India have under-reported suicide rates by two to three times. 2 The independently verified method used verbal autopsies and found the rate in 1994-9 was 95.2/100 000 population-nine times the national average. The high rates are not likely to be peculiar to Kaniyambadi; they reflect more accurate data collection. Sentinel centres that accurately monitor suicide are needed in the developing world.
We thank the staff of the Department of Community Health for the census, data collection, computerisation, and verbal autopsies. Contributors: AJ, SA, JPM, and KG designed and monitored the project and contributed to writing the paper. JP, SM, and VJA monitored the programme, reviewed verbal autopsies, and helped write the paper. KSJ analysed the data and wrote the paper. AJ is guarantor. 
Participants, methods, and results
We invited patients from seven inner London general practices to a cardiovascular risk assessment at their practice. One group comprised all patients with a diagnosis of schizophrenia or other chronic psychosis (excluding primary mood disorders) on their computer record. 4 We used a computer to randomly choose a comparison group twice the size without these diagnoses. General practitioners wrote offering an appointment (including a blood test) with a researcher and explaining the 10 year cardiovascular risk score (calculated from age, sex, smoking status, diabetic status, blood pressure, and cholesterol concentrations). Participants would receive all results and interpretations. We did not invite people under 30, over 75, or with pre-existing ischaemic heart disease, as risk scores do not apply.
We sent letters to 224 people with psychosis and 424 people without psychosis. After a week we telephoned up to three times, once outside working hours. If we did not make contact we sent a final invitation. We excluded from the analysis people who had moved away, those we could not reach, and those with no contact with the practice for three years, in accordance with previous findings.
5 This left 182 potential participants with psychosis and 313 without psychosis. Limited, anonymous data on non-participants allowed examination of participation rates (table) . Last systolic blood pressure was higher in participants-mean difference 9.0 mm Hg (95% confidence interval 5.1 to 13.0).
We used logistic regression to examine the association between psychosis (dependent variable) and participation-crude odds ratio 0.76 (0.53 to 1.10). Adjustment for age, sex, practice, and systolic blood pressure made negligible difference to the association between psychosis and participation-adjusted odds ratio 0.74 (0.49 to 1.08). The psychosis group consulted their general practitioner more often-mean difference 1.8 (0.8 to 2.9) per year. Increased consultation rate also predicted screening uptake in the total sample (table). Adding consultation rate to the model changed the odds ratio for participation in screening in the psychosis group to 0.65 (0.43 to 0.98). No interaction terms (involving psychosis and age, sex, consultation rate, or smoking) significantly enhanced the logistic model.
Data were available on drug treatment in people with psychosis. Participation was not significantly associated with being on depot drugs, atypical antipsychotic agents, or higher doses (examined as percentage of maximum daily dose and chlorpromazine equivalents).
Comment
Many people with psychosis accepted the offer of a cardiovascular risk assessment, providing a valuable opportunity for health education and promotion. Interest in risk assessment was greater than we had assumed. Participation rates were similar to those in other community research involving blood tests. Our negative finding regarding drug types and doses (proxies for severity of illness) indicates that the psychosis group were comparable to people attending psychiatric outpatients. Psychosis was associated with lower uptake of screening uptake only when we included general practice consultation rates in the analysis. This may not be important in practice. Absolute differences in uptake of screening were small. Any reluctance to accept health screening in the psychosis group was offset by increased opportunities provided by more frequent attendance. The smaller subgroup with psychosis who rarely consult a general practitioner will obviously be more difficult to screen, warranting assertive efforts regarding their physical health, perhaps in cooperation with other more involved agencies.
We are grateful to all the participants, their general practitioners, and practice staff. Contributors: All authors developed the hypotheses, designed the methods, and contributed to writing the paper. MBK and IN supervised the study. DPJO carried out the study; collected, entered, and analysed the data; and wrote the initial draft. DPJO is the guarantor of the study. 
Corrections and clarifications

Downsizing of acute inpatient beds associated with private finance initiative:
Scotland's case study A few errors crept into this paper by Matthew G Dunnigan and Allyson M Pollock (26 April, . In the ninth paragraph of the discussion section in the abridged version, the highlighted deficit required annual current savings of £25.6m [not £2.65m] over the four year period. In the results section (in both the abridged and the full version) under the small subheading "New care settings" the final sentence should start: "Acute inpatient care in the private sector in Lothian [not Scotland] is rare..." In the following paragraph (small subheading "Staffed bed rates") the staffed bed rates for intensive therapy specialties should read 27% (4.6 v 6.3 per 100 000); this was wrong in the abridged version only. Finally, in table 1 of the abridged version, the footnote should refer to "Intensive therapy" [not "Staffed bed rates"].
Minerva
We've been there before and we're there again-affiliations to the Minerva picture. In the past, names have sometimes "dropped off" completely; this time, all the names managed to hang on, but the second author ' 
